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Executive  Summary 


X  he  approach  to  com- 
munity mobile  treatment  grew  out  of  Native 
leaders'  recognition  of  both  the  devastating 
effects  of  alcohol  and  drug  abuse  and  of  the 
need  for  programming  to  reflect  and  support 
Native  culture  and  spiritual  values.  This 
recognition  led  to  the  development  of 
Poundmaker's  Lodge  and  Nechi  Institute  on 
Alcohol  and  Drug  Education,  St.  Albert, 
Alberta  in  the  early  1970s.  Poundmaker's  pro- 
vides treatment  specific  to  the  needs  of  Native 
people,  and  is  managed  by  Native  people. 
Nechi  Institute  on  Alcohol  and  Drug 
Education  provides  training  in  addictions 
counselling.  Both  programs  seek  to  empower 
individuals  to  address  alcohol  and  drug  abuse 
at  an  individual  and  community  level. 

Another  important  event  in  community 
mobile  treatment  from  the  early  1970s 
occurred  in  Alkali  Lake,  British  Columbia 
when  that  community  conquered  their  95% 
alcohol  abuse  rate.  The  process  began  with 
one  member  and  extensive  community  mobi- 
lization. Building  on  the  Alkali  Lake 
experience,  community  mobile  treatment 
combines  community  efforts  with  a  treatment 
program  that  is  brought  into  the  community. 
In  contrast  to  traditional  approaches,  commu- 
nity mobile  treatment  places  the  responsibility 
for  planning  and  implementing  treatment  on 
the  community. 

In  1984,  Paul  Hanki  of  Prince  George,  British 
Columbia  developed  community  mobile  treat- 
ment, an  innovative  approach  to  substance 
abuse  treatment  in  Native  communities.  The 
appeal  of  the  approach  is  that  it  responds  to 
those  factors  that  often  prevent  individuals 
from  entering  or  benefiting  from  an  outside 
treatment  program,  including  lack  of 
resources,  family/ work  responsibilities,  and 
cultural  barriers. 


Since  its  inception  in  1984,  community 
mobile  treatment  has  been  implemented  at 
O'Chiese  Reserve,  Alberta;  Pinehouse, 
Saskatchewan;  and  1 5  British  Columbia  com- 
munities. Calling  Lake,  Alberta  attempted  the 
approach  in  1990,  but  was  unable  to  secure 
sufficient  community  commitment  to  offer  a 
treatment  program. 

The  few  evaluations  that  have  been  conducted 
suggest  that  community  mobile  treatment 
holds  much  promise  in  reducing  alcohol  and 
drug-related  problems.  However,  evaluations 
that  are  more  stringent  than  past  research  are 
required  to  clearly  identify  the  advantages  and 
effects  of  using  this  approach  to  address  sub- 
stance abuse  at  the  community  level. 

Very  little  documentation  exists  on  past  com- 
munity mobile  treatment  projects  or  methods 
for  implementing  this  approach.  This  paper 
highlights  the  mobile  treatment  experience  to 
date  and  extracts  from  these  past  projects 
guidelines  for  implementation.  This  report 
will  be  of  interest  to  anyone  wanting  to  learn 
about  or  implement  an  innovative  approach 
to  addictions  treatment. 
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I.  Introduction 


It  has  long  been  recog- 
nized that  people  living  in  remote 
communities  have  a  more  difficult  time 
accessing  addictions  treatment  than  do  those 
in  larger  centres.  Addictions  and  health  ser- 
vices throughout  Canada  try  to  reach  as  many 
people  as  possible.  Unfortunately,  financial 
constraints  prevent  all  communities  from 
receiving  programs.  Furthermore,  obstacles  at 
the  individual,  social,  and  cultural  levels  in 
isolated  communities  continue  to  impede 
access  to  surrounding  addictions  treatment. 
These  obstacles  are  even  more  pronounced  in 
Native  communities. 

At  the  individual  level,  people  from  isolated 
communities  often  have  fears  about  leaving 
their  community  to  go  to  an  unfamiliar,  larger 
centre,  or  entering  a  treatment  process  about 
which  they  know  little.  Some  have  family  or 
work  responsibilities  that  prevent  them  from 
leaving  their  community  for  an  extended  peri- 
od of  time.  Others  simply  cannot  absorb  the 
financial  costs. 

Barriers  also  exist  at  the  social  level.  Even  if 
individuals  are  not  constrained  by  the  obsta- 
cles mentioned  above,  remote  communities 
often  lack  the  resources  which  enable  clients 
to  maintain  the  benefits  received  from  treat- 
ment. For  example,  many  smaller,  isolated 
communities  do  not  have  a  local,  resident 
addiction  counsellor  or  support  groups  such 
as  Alcoholics  Anonymous  (AA)  or  Al-Anon. 
The  chances  for  recovery  become  even  less 
favorable  when  a  large  proportion  of  the  com- 
munity is  negatively  affected  by  their  own  or 
someone  else's  use  of  alcohol  and/or  other 
drugs.  Under  these  circumstances,  it  is 
extremely  difficult  for  individuals  to  obtain 
the  support  they  need  to  remain  abstinent. 

Lastly,  existing  programs  may  be  culturally 
inappropriate  or  offer  interventions  that  do 


not  address  the  true  nature  of  the  problem.  If 
the  program  fails  to  target  the  specific  needs 
of  the  community,  participants  will  experience 
limited  benefits.  This  concern  is  especially 
true  for  Native  populations. 

In  1984,  Paul  Hanki  of  Prince  George,  British 
Columbia  responded  to  the  issues  faced  by 
Native  communities  in  accessing  addictions 
treatment  with  the  development  of  an  innova- 
tive, alternative  approach  which  he  called 
mobile  treatment.  Although  designed  for 
Native  communities,  the  approach  is  an 
adaptable  option  for  any  small  community 
which  is  culturally  or  geographically  distinct. 

This  report  provides  a  comprehensive 
overview  of  the  mobile  treatment  experience 
to  date:  a  detailed  definition  of  the  concept, 
factors  contributing  to  the  development  of 
mobile  treatment,  a  review  of  past  projects, 
guidelines  for  implementation,  prerequisites 
for  implementation,  and  potential  roles  for 
agencies  in  support  of  community  efforts. 
Because  the  information  in  this  area  is  so  lim- 
ited, it  became  clear  that  the  utility  of  the 
report  was  broad  and  could  be  useful  to 
addictions  professionals  and  Native  leaders 
who  want  to  learn  more  about  mobile  treat- 
ment and  its  implementation. 
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II.  Community  Mobile 
Treatment  Defined 


I^or  the  purpose  of  this 
report,  mobile  treatment  will  be  referred  to  as 
community  mobile  treatment.  Other  terms 
that  have  also  been  used  are  "mobile  commu- 
nity treatment"  and  "community  initiatives." 

Community  mobile  treatment  is  "...  an 
intensive  alcohol  and  drug  treatment  program 
implemented  by  a  team  of  facilitators  in  con- 
junction with  and  with  the  approval  of  the 
community  at  large"  (Abbas,  1989).  It  is 
important  to  note  how  the  definition  calls 
attention  to  both  a  process  and  an  event. 
"Community  mobile"  refers  to  the  process  by 
which  the  community  prepares  for  the  imple- 
mentation of  an  alcohol  and  drug  program. 
"Mobile  treatment"  refers  to  the  actual  deliv- 
ery of  a  treatment  program  to  community 
members. 

Therefore,  the  term  "community  mobile  treat- 
ment" was  chosen  because  it  portrays  the 
efforts  of  both  a  mobilized  community  and  a 
mobile  treatment  team.  In  contrast,  "mobile 
treatment"  conveys  only  the  treatment  portion 
while  "community  initiatives"  and  "mobile 
community  treatment"  convey  only  that  the 
approach  is  community  driven. 

Process 

The  feature  that  distinguishes  community 
mobile  treatment  from  most  other  forms  of 
treatment  is  the  strong  emphasis  placed  on 
community  involvement.  Before  the  treatment 
program  (the  event)  is  implemented,  the  com- 
munity must  acknowledge  that  a  substance 
abuse  problem  exists  and  be  committed  and 
involved  in  resolving  the  problem.  This 
process  alone  can  take  years. 

Community  involvement  is  important  for  two 
reasons.  First,  community  mobile  treatment 


takes  the  position  that  substance  abuse  is  a 
local  problem  and  that  the  solution  must 
therefore  come  from  within  the  community. 
Second,  people  are  more  likely  to  accept  and 
act  upon  information  if  they  have  a  role  in  the 
decision-making  process  (Beauvais  & 
LaBoueff,  1985). 

Event 

Once  the  community  is  mobilized,  a  21-  to 
28-day  intensive  alcohol  and  drug  treatment 
program  for  addicted  clients  and  their  families 
is  brought  into  the  community.  The  program 
is  delivered  by  a  team  of  addiction  specialists. 
Whenever  possible,  individuals  from  within 
the  community  are  trained  to  assist  with  the 
delivery  of  the  program.  The  purpose  of  the 
mobile  team  is  to  strengthen  and  empower 
individual  community  members  so  that  they 
in  turn  are  able  to  make  a  positive  impact  on 
others  in  the  community  (Regional  Services 
North,  SADAC,  1989).  Therefore,  although 
only  a  few  members  directly  participate  in 
treatment,  the  intent  is  that  their  experience 
will  have  repercussions  throughout  the  com- 
munity. 

Community  Mobile  Treatment 

Community  mobile  treatment  does  not  end 
with  the  delivery  of  the  treatment  program.  It 
is  believed  that  to  effectively  change  the  sub- 
stance use  patterns  in  the  community,  there 
must  be  continued  commitment  long  after  the 
mobile  treatment  team  leaves. 

Process  and  Event 

Together,  the  process  and  event  function  to 
change  community  values,  attitudes,  and 
behaviors  related  to  the  use  of  alcohol  and 
other  drugs.  According  to  Beauvais  and 
LaBoueff  (1985),  unless  individuals  perceive  a 
clear  value  message  from  their  community, 
they  are  unlikely  to  change  their  behavior.  By 
involving  as  many  community  members  as 
possible,  community  mobile  treatment 
attempts  "to  create  an  observable  ethic  which 
encompasses  the  community's  stance  on  alco- 
hol and  drug  use"  (Beauvais  &  LaBoueff, 
1985,  p.  159). 
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III.  Evolution  of 
Community  Mobile 
Treatment 


X  hus  far,  community 
mobile  treatment  has  primarily  taken  place  in 
Native  communities.  The  succession  of  events 
guiding  the  movement  are  not  well  estab- 
lished. However,  factors  that  appear  to  have 
played  a  key  role  include  the  move  towards 
self-government,  the  development  of 
Poundmaker's  Lodge  and  Nechi  Institute  on 
Alcohol  &  Drug  Education  in  St.  Albert, 
Alberta,  and  the  experience  at  Alkali  Lake. 

The  mid- 1 960s  saw  the  emergence  towards 
Native  self-government.  Self-government  gave 
Chief  and  Council  more  decision-making 
power.  This  increased  control  presented  lead- 
ers with  the  opportunity  to  improve  the 
standard  of  living  on  Reserves. 

It  was  Alberta  Native  leaders,  in  particular, 
who  linked  the  dismal  state  of  many  Reserves 
(poverty,  unemployment,  poor  health,  etc.)  to 
alcohol  and  drug  abuse.  At  the  same  time, 
leaders  identified  a  need  for  treatment  regimes 
specific  to  the  Native  culture.  For  the  most 
part,  addictions  treatment  was  tailored  to 
mainstream  society  and,  as  such,  had  minimal 
benefits  for  the  Native  population.  Adding  to 
the  challenge  was  the  fact  that  very  few 
Natives  possessed  addictions  treatment  skills. 

Intensive  lobbying  in  Alberta  in  the  early 
1970s  produced  an  addictions  treatment  pro- 
gram offered  for  Native  people  by  Native 
people.  In  sharp  contrast  to  mainstream  pro- 
grams, Poundmaker's  Lodge  and  Nechi 
Institute  sought  to  empower  clients  through 
spiritual  and  cultural  education.  Poundmaker's 
is  a  30-day  inpatient  treatment  program  that 
combines  inpatient  and  group  counselling 
with  cultural  and  spiritual  activities.  Nechi 
provides  specialized  addiction  training  for 
Native  people.  Both  programs  stress  the 


importance  of  being  responsible  for  oneself 
and  one's  community  rather  than  looking  to 
others  for  the  solution.  This  is  the  same  phi- 
losophy that  guides  community  mobile 
treatment  today. 

In  conjunction  with  the  creation  of 
Poundmaker's/Nechi  was  the  highly  publi- 
cized Alkali  Lake  experience.  Alkali  Lake, 
located  500km  northwest  of  Vancouver, 
British  Columbia  is  a  community  of  approxi- 
mately 400  Native  people.  The  staggering 
force  of  community  empowerment  was  real- 
ized when  members  turned  an  almost  100% 
alcohol  abuse  rate  to  5%  within  15  years. 

The  process  began  in  the  early  1970s  when 
Phyllis  Chelsea,  a  resident  of  Alkali  Lake, 
decided  to  quit  drinking.  Days  later  she  was 
joined  by  her  husband,  Andy.  For  over  a  year 
Phyllis  and  her  husband  were  the  only  absti- 
nent members  in  the  community. 

The  drinking  patterns  of  other  residents 
began  to  change  when  Andy  became  Chief  of 
the  Reserve.  As  Chief,  Andy  was  able  to  insti- 
tute measures  designed  to  control  the  use  of 
alcohol  (Willie,  1989).  Some  of  the  policies 
established  were  as  follows: 

•  Members  of  Council  were  prohibited  from 
consuming  alcohol. 

•  Vans  delivering  alcohol  were  stopped  before 
reaching  the  Reserve. 

•  Vouchers,  which  could  only  be  used  for 
food,  clothes,  and  household  items, 
replaced  social  assistance  money 

•  Alcohol  assistance  programs  were  estab- 
lished. 

•  Children  were  taken  away  from  neglectful 
parents  and  returned  only  after  their  par- 
ents received  treatment. 

As  the  number  of  abstinent  residents 
increased,  efforts  were  directed  towards  build- 
ing the  community  further  with  the 
establishment  of  a  locally  controlled  store  and 
a  logging  company. 
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The  Alkali  Lake  experience  is  both  inspiring 
and  unique  because  it  was  the  community 
members  rather  than  outside  professionals 
who  took  responsibility  for  and  control  of  the 
substance  abuse  problem.  Consistent  with  the 
philosophies  of  self-government, 
Poundmaker's/Nechi,  and  community  mobile 
treatment,  Alkali  Lake  provides  concrete  sup- 
port for  the  power  of  community 
mobilization.  In  celebration  of  their  efforts, 
7\lkali  Lake  developed  a  video  entitled  "The 
Honour  of  All"  (NNADAP,  1986)  which 
shares  their  challenges  and  struggles  and  serves 
as  a  tool  for  other  communities  interested  in 
implementing  community  mobile  treatment. 
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IV.  Past  Community 
Mobile  Treatment 
Projects 


In  1984,  the  first  ever 
community  mobile  treatment  program  was 
offered  at  Tache  Reserve,  British  Columbia. 
Due  to  the  success  enjoyed  at  Tache  (National 
Native  Advisory  Council,  1986/87),  funding 
was  secured  in  1986  to  train  an  all-Native 
mobile  team  that  would  deliver  programs  in 
the  North  East  region  of  British  Columbia. 
Since  then,  community  mobile  treatment  has 
been  delivered  in  1 5  British  Columbia  com- 
munities. 

The  approach  quickly  gained  recognition  and 
spread  to  Alberta  and  Saskatchewan.  The  first 
and  only  community  mobile  treatment  pro- 
gram offered  in  Alberta  occurred  in  1987  at 
the  O'Chiese  reserve.  Another  Alberta  com- 
munity. Calling  Lake,  attempted  to 
implement  community  mobile  treatment  in 
1989  but  was  unable  to  obtain  sufficient  com- 
munity commitment  to  bring  in  the  mobile 
treatment  team.  Saskatchewan  used  the 
approach  in  1988  at  Pinehouse  and  supple- 
mented the  experience  with  the  development 
of  a  treatment  handbook  based  on  Paul 
Hanki's  conception  of  mobile  treatment. 

Following  is  a  brief  account  of  the  community 
mobile  treatment  experience  in  three  commu- 
nities. The  first  two  stories  focus  on  the 
O'Chiese  reserve  and  Calling  Lake  and  their 
struggle  to  build  community  commitment. 
Although  Calling  Lake  did  not  bring  in  a 
mobile  treatment  team,  their  efforts  to  mobi- 
lize the  community  proved  invaluable.  The 
third  outlines  the  efforts  of  the  mobile  treat- 
ment team  at  Anahim  Lake,  a  community  in 
British  Columbia.  Together,  these  stories  show 
the  diversity  and  complexity  of  community 
mobile  treatment. 


The  O'Chiese  Reserve 

The  O'Chiese  reserve,  located  in  West  Central 
Alberta,  is  a  community  of  approximately  400 
individuals.  Before  the  implementation  of 
community  mobile  treatment,  conditions  on 
the  reserve  were  abysmal.  In  1986,  welfare  was 
the  primary  source  of  income  for  35  out  of 
the  53  homes  on  the  reserve.  Alcohol  and 
other  drug  addiction  was  the  norm,  character- 
izing an  estimated  90%  of  the  adult 
population.  Furthermore,  an  estimated  71% 
of  the  52  deaths  on  the  reserve  between  1973 
and  1984  were  alcohol-related.  The  average 
age  of  mortality  was  25  years  (Evans,  1987). 

Mobilizing  the  Community:  Efforts  to  allevi- 
ate the  problems  created  by  substance  abuse 
began  in  1986  when  Chief  Strawberry  decid- 
ed to  quit  drinking.  She  subsequently  entered 
treatment  at  Poundmaker's  Lodge  and  began 
to  form  a  group  of  individuals  dedicated  to 
her  vision  of  a  drug-free  community.  She  felt 
that  the  most  effective  means  for  addressing 
the  substance  abuse  problem  on  the  Reserve 
was  through  community  mobile  treatment. 

The  initial  group  consisted  of  a  social  worker, 
an  alcohol  program  director,  and  a  band  man- 
ager. The  group's  efforts  to  implement 
community  mobile  treatment  were  supported 
by  the  directors  of  Poundmaker's  and  Nechi, 
and  a  psychologist.  The  team  later  expanded 
with  the  addition  of  Charlene  Belleau  of  the 
Alkali  Lake  Reserve  and  Paul  Hanki,  founder 
of  community  mobile  treatment.  On  July  29, 
1986,  the  Band  approved  a  resolution  to  bring 
in  a  mobile  treatment  team  in  one  year's  time. 
The  wait  was  needed  to  prepare  for  the  event 
and  to  establish  a  stronger  base  of  sober  peo- 
ple who  would  support  mobile  treatment 
(Evans,  1990). 

The  following  are  some  of  the  techniques 
used  to  mobilize  the  community: 

•  Poundmaker's  staff  educated  the  communi- 
ty about  community  mobile  treatment  and 
the  treatment  process  at  Poundmaker's 
Lodge. 

•  Community  mobile  treatment  requires  a 
core  group  of  sober  members. 
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Poundmaker's  aided  this  process  by  keeping 
spaces  open  specifically  for  O'Chiese  mem- 
bers. 

•  Nechi  trained  O'Chiese  members  to  serve 
on  the  mobile  treatment  team  and  to  pro- 
vide after-care  once  the  event  was  over. 

•  Poundmaker's  offered  educational  work- 
shops on  substance  abuse  and  its  effects, 
and  lifeskill  development  (parenting,  com- 
munications, problem-solving).  These 
workshops  led  to  the  development  of  sup- 
port groups  for  men,  women,  and  children 
affected  by  substance  abuse. 

•  Community  members  directed  attention  to 
specific  groups,  such  as  mothers  and  chil- 
dren. This  resulted  in  a  group  of  mothers 
attending  treatment  together  at 
Poundmaker's  and  the  development  of  a 
program  specifically  for  young  solvent 
abusers,  also  provided  by  Poundmaker's. 

•  A  policy,  allowing  employees  time  off  with 
pay  to  attend  treatment,  was  passed.  An 
employee  assistance  program  (EAP)  was 
also  implemented. 

•  An  AA  group  was  established. 
Poundmaker's  supported  the  fledgling 
group  by  bringing  outside  clients  to 
O'Chiese  for  the  meetings. 

On  July  7,  1987,  thirty-three  community 
members  participated  in  a  28-day  mobile 
treatment  program.  The  treatment  team  was 
comprised  of  staff  from  Poundmaker's  Lodge 
and  Nechi  Centre  and  members  of  O'Chiese. 
Treatment  content  was  modelled  after 
Poundmaker's  Lodge  and  the  specific  needs  of 
O'Chiese  residents. 

The  Outcome:  Although  a  comprehensive 
evaluation  examining  abstinence  rates  was  not 
conducted,  there  are  a  number  of  indicators 
that  conditions  on  the  O'Chiese  reserve  have 
improved  significantly  since  their  struggle  first 
began  in  1986. 

The  most  obvious  sign  is  that  75%  of  the  resi- 
dents have  received  substance  abuse  treatment 
(Evans,  1987).  Great  effort  has  also  been 


placed  on  ensuring  that  after-care  is  available, 
Nechi  donated  30  training  days  for  band 
members  to  develop  counselling  skills.  As 
well,  O'Chiese  members  have  access  to  two 
sexual  abuse  counsellors  from  a  nearby  com- 
munity. Support  groups,  such  as  AA  and 
Alateen,  meet  weekly,  and  drug-free  functions 
continue  to  be  an  integral  part  of  the  social 
activities  at  O'Chiese  (Evans,  1990). 

Calling  Lake 

Calling  Lake  is  a  northern  Alberta  community 
that  hosts  a  diverse  culture,  with  both  Native 
(status,  non-status,  and  Metis)  and  non- 
Native  ancestry  represented.  Calling  Lake  has 
a  population  of  approximately  550  residents. 
Responsibility  for  community  affairs  rests 
with  an  elected  community  association  board. 

Statistics  documenting  the  extent  of  substance 
abuse  in  the  community  are  not  available. 
However,  a  1989  survey  of  38  residents  sug- 
gested a  problem.  Approximately  90%  of 
those  surveyed  felt  that  Calling  Lake  needed 
an  alcohol/drug  program  and  would  benefit 
from  a  community  mobile  treatment  project 
(Bruntlett  &  Robins,  1990). 

Mobilizing  the  Community:  In  1988,  eigh- 
teen communities  throughout  north-central 
7\lberta  (Community  Initiatives  Committee) 
came  together  to  devise  a  proposal  for  submis- 
sion to  Health  and  Welfare  Canada's 
Community  Action  Programs.  The  purpose  of 
the  proposal  was  to  devise  and  implement 
strategies  for  the  prevention  and  treatment  of 
substance  abuse  in  northern  communities. 
The  final  proposal,  which  was  awarded  fund- 
ing, consisted  of  three  phases. 

Phase  I,  which  was  a  three  day  conference  in 
Slave  Lake,  Alberta,  promoted  strategies  used 
by  Native  communities  to  effectively  address 
substance  abuse.  More  than  500  people  par- 
ticipated in  Phase  I,  Phase  II  further 
promoted  community  initiatives  through  a 
series  of  22  community  workshops  offered  in 
eight  northern  Alberta  locations.  Phase  II 
reached  932  people.  Together,  Phase  I  and  II 
provided  a  forum  to  share  information  on  the 
prevention  and  treatment  of  substance  abuse, 
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and  served  to  empower  and  motivate  individ- 
uals to  examine  substance  abuse  issues  within 
their  own  communities.  Phase  III  was  the 
implementation  of  a  community  mobile  treat- 
ment project. 

All  communities  involved  in  phase  I  and  II 
were  invited  to  submit  a  proposal  to  host  a 
community  mobile  treatment  project.  Of  the 
proposals  received,  Calling  Lake's  was  the  best 
in  terms  of  ensuring  that  the  criteria  necessary 
for  such  a  project  were  met.  For  example,  the 
project  was  supported  by  the  community 
leaders,  individuals  from  all  social/cultural 
backgrounds,  including  the  leaders,  were  will- 
ing to  participate  as  clients,  and  abstinence 
was  being  promoted  through  RCMP  check- 
stops  and  neighborhood  watch  programs. 

To  ensure  the  success  of  the  pilot  project,  it 
was  necessary  that  the  community  take  own- 
ership of  the  program.  To  enhance  this 
process,  the  Community  Initiatives 
Committee  requested  that  Calling  Lake  devise 
a  working  group  that  would  meet  regularly 
with  the  Community  Initiatives  Committee 
and  the  mobile  treatment  team.  These  meet- 
ings would  serve  to  educate  the  working 
group  on  community  mobile  treatment  so 
they  in  turn  would  be  better  able  to  make 
program  decisions.  The  community  leaders, 
an  Elder,  and  an  agency  employee  formed  the 
working  group  under  the  name  of  "Calling 
Lake  Community  Committee." 

Next,  to  assist  with  the  planning  and  imple- 
mentation of  the  various  program 
components,  a  full-time  program  coordinator 
was  hired.  The  role  of  the  coordinator  was  to 
liaise  with  the  various  groups  (Calling  Lake 
Community  Committee,  Community 
Initiatives  Committee,  and  the  mobile  treat- 
ment team),  to  orient  the  mobile  treatment 
team  to  Calling  Lake,  and  to  assist  with  activi- 
ties designed  to  prepare  the  community  for 
mobile  treatment. 

Paul  Hanki  was  chosen  to  lead  the  mobile 
treatment  team.  In  the  events  preceding  the 
implementation  of  mobile  treatment,  Hanki 
spent  considerable  time  with  the  community 


leaders  in  an  effort  to  build  community  com- 
mitment and  ownership.  Over  time,  however, 
it  became  increasingly  evident  that  the  origi- 
nal commitment  to  the  project  had 
diminished. 

In  May,  1990,  three  new  members  joined  the 
community  association  board.  Unlike  the  pre- 
vious members,  these  new  members  were  not 
entirely  supportive  of  the  project.  Leaders 
were  now  reluctant  to  participate  in  the  treat- 
ment program,  and  attendance  at  meetings 
was  sporadic.  The  lack  of  support  amongst  the 
leaders  was  also  evident  in  the  general  com- 
munity. Instead  of  taking  ownership  for  the 
project,  the  community  began  relying  on  the 
coordinator  to  plan  and  organize  program 
events.  There  was  also  a  noticeable  decline  in 
attendance  at  support  group  meetings  and 
family  functions. 

In  June,  1990,  the  program  was  cancelled. 
The  Community  Initiatives  Committee 
attributes  the  declining  support  for  the  project 
to  changes  in  leadership  and  over  reliance  on 
the  coordinator  (Bruntlett  &  Robins,  1990). 

The  Outcome:  Even  though  the  actual 
mobile  treatment  event  did  not  occur,  the 
process  of  building  community  support  and 
engaging  residents  in  program  planning  was 
beneficial. 

A  total  of  27  formal  community  meetings, 
designed  to  prepare  members  for  mobile  treat- 
ment, 25  sober  community  events,  and  17 
training  sessions  were  held  with  successful 
results.  The  training  events  have  been  credited 
with  motivating  ten  individuals  to  attend 
addictions  treatment  outside  of  the  communi- 
ty. Calling  Lake  was  the  first  community 
mobile  treatment  project  to  offer  programs  to 
children  aged  6-12.  Three  treatment  programs 
of  ten  sessions  each  were  offered  to  children 
and  their  parents.  The  first  two  programs  were 
delivered  by  a  trained  facilitator,  the  last  was 
offered  by  four  Calling  Lake  residents.  A  total 
of  40  children  participated  in  parts  of  the  pro- 
gram, and  22  children  completed  the  entire 
program.  Another  indicator  of  success  is  evi- 
dent in  the  four  women  who,  during  the 
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mobilization  process,  formally  charged  their 
spouses  with  abuse  and  started  attending  a 
support  group. 

The  absence  of  the  mobile  treatment  event 
does  not  negate  the  potential  for  favorable 
outcomes.  In  Calling  Lake,  community  mobi- 
lization was  very  successful  in  terms  of  raising 
awareness  and  providing  skills  that  remained 
in  the  community. 

Calling  Lake  is  the  first  and  only  off-reserve 
community  to  attempt  community  mobile 
treatment.  Despite  its  cancellation,  the 
Community  Initiatives  Committee  considers 
community  mobile  treatment  to  be  a  viable 
option  for  off-reserve  settings.  However, 
".  .  .  .  the  challenges  of  this  delivery  would 
need  to  be  balanced  by  a  very  strong  commu- 
nity commitment  to  the  project"  (Bruntlett  & 
Robins,  1990,  p.  38). 

TheAnahim  Lake  Reserve 

The  400  residents  of  Anahim  Lake  reserve, 
British  Columbia  are  members  of  the 
Ulkatcho  Indian  Band.  Similar  to  O'Chiese, 
the  reserve's  status  before  community  mobile 
treatment  was  depressed.  For  the  entire  com- 
munity, there  were  only  35  houses;  33  of 
which  were  below  standard.  Approximately 
75%  of  the  adult  population  had  serious 
drinking  problems.  Family  breakups,  physical 
violence,  and  child  neglect  were  common 
(National  Native  Advisory  Council,  1986/87). 

Mobile  Treatment:  In  1 986,  members  of  a 
mobile  treatment  team  in  British  Columbia 
received  a  request  from  the  Chief  and  Council 
of  Anahim  Lake  for  community  mobile  treat- 
ment. The  prerequisites  for  offering  mobile 
treatment  were  as  follows: 

•  Chief  and  Council  participate  in  the 
program; 

•  Chief  and  Council  must  explain  mobile 
treatment  to  the  community; 

•  no  alcohol  or  drugs  allowed  on  the  reserve 
during  the  program; 

•  provide  baby-sitters  for  participant's 
children; 


•  provide  lunch  for  all  the  participants; 

•  cover  the  cost  of  all  community  activities 
during  the  program  such  as  dry  dances,  tal- 
ent nights  etc. 

Following  the  obtainment  of  this  agreement,  a 
contract  application  for  participation  in  the 
treatment  program  was  sent  to  all  adults  on 
the  reserve.  Anyone  interested  in  participating 
was  asked  to  sign  the  form  and  return  it  to 
the  band  office.  Of  the  38  contracts  received, 
22  members  participated  in  the  program. 

The  program  extended  over  28  days  and 
included  a  variety  of  activities  ranging  from 
large  group  discussions,  small  group  therapy, 
couples  and  singles  groups,  learning  partners, 
parenting  skills,  and  evening  films.  Towards 
the  end  of  the  program,  the  mobile  treatment 
staff  engaged  participants  in  goal  setting  and 
the  organization  of  ongoing  support  groups 
and  events  for  the  community. 

The  activities  of  the  treatment  program  were 
complemented  with  weekend  and  evening 
events  for  the  entire  community.  The  purpose 
of  these  events  was  to  increase  community 
support  for  the  program  and  its  participants 
and  spark  further  programming  once  the 
mobile  team  had  left  (Hanki,  1987). 

The  Outcome:  Six  months  following  the 
implementation  of  mobile  treatment,  a  survey 
was  administered  to  determine  whether  any 
changes  had  occurred.  Areas  examined  includ- 
ed alcohol  and  drug  use,  employment,  and 
children's  health.  Information  was  obtained 
from  20  treatment  participants,  four  teachers, 
and  the  community  health  representative. 

The  results  showed  that  a  number  of  positive 
changes  had  occurred.  Six  months  later,  75% 
of  the  treatment  participants  were  abstinent. 
Only  five  had  relapsed,  three  of  whom 
relapsed  for  one  day.  A  significant  proportion 
(85%)  were  actively  involved  in  after  care  pro- 
grams and,  except  for  one  individual,  all  the 
participants  had  gained  employment.  Most, 
however,  felt  that  the  mobile  treatment  team 
should  return  throughout  the  year  to  provide 
refresher  courses. 
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The  responses  from  the  community  vaHdated 
participants'  self-reports,  with  the  majority 
indicating  a  decrease  in  the  use  of  substances. 
The  community  heakh  representative  noted  a 
reduction  in  the  number  of  people  with  alco- 
hol and  drug-related  health  problems. 
Teachers  noticed  improvements  in  students' 
health,  attendance,  appearance,  and  care  at 
home  (National  Native  Advisory  Council, 
1986/87). 

Limitations  of  the  Research 

While  the  outcomes  of  the  community 
mobile  projects  discussed  above  are  encourag- 
ing, they  should  be  interpreted  with  caution. 
Weak  designs  and  measures  limit  all  of  the 
research  in  this  area.  Future  evaluations 
should  include:  a)  information  from  a  variety 
of  sources  before  program  implementation 
and  following  program  implementation,  b) 
valid  and  reliable  measures  (e.g.,  alcohol  and 
other  drug  consumption  and  prevalence),  and 
c)  longer  follow-up  periods.  Another  limita- 
tion of  past  research  is  that  it  has  not 
established  the  independent  effects  of  commu- 
nity mobilization  and  mobile  treatment.  This 
is  not  to  say  that  the  research  to  date  is  with- 
out merit.  Rather,  the  findings  should  be 
viewed  as  preliminary  supporting  the  need  for 
more  comprehensive  evaluations. 


V.  Implementation  of 
Community  Mobile 
Treatment 


O  ne  of  the  unique  fea- 
tures of  community  mobile  treatment  is  that 
it  can  be  adapted  to  a  community's  level  of 
readiness  and  need.  Because  of  this  flexibility, 
there  is  no  systematic  formula  for  implemen- 
tation. However,  there  are  commonalities 
apparent  among  past  projects.  This  section 
highlights  the  important  features  and  provides 
a  guideline  for  the  sequence  of  activities 
involved  in  the  implementation  of  communi- 
ty mobile  treatment. 

Mobilizing  the  Community 

1 .  Identifying  the  Problem 

The  process  begins  when  an  individual  or 
group  of  individuals  from  the  community 
identify  substance  abuse  as  a  major  problem. 
Who  these  people  are  and  the  events  leading 
to  this  awareness  will  vary  by  community. 
Most  important  is  that  the  recognition  of  sub- 
stance abuse  is  paired  with  a  strong  desire  to 
confront  the  issue. 

2.  Raising  Community  Awareness  and 
Support 

Addressing  substance  abuse  at  the  community 
level  is  an  ambitious  task,  one  which  demands 
community  support.  As  such,  the  next  step  is 
to  increase  awareness,  and  subsequently  sup- 
port. A  number  of  techniques  can  be  used  to 
achieve  this  end. 

Education  and  Information:  Community 
meetings,  school  presentations,  and  presenta- 
tions from  outside  agencies  can  provide  a 
means  of  informing  the  community  about 
substance  abuse  and  related  issues. 

Role  Models:  By  working  in  a  highly  visible 
manner  and  involving  as  many  individuals  as 
possible  (community  members  and  outside 


agencies),  a  strong  value  message  can  be  deliv- 
ered to  the  community.  What  is  important  is 
that  the  commitment  to  the  cause  is  sustained 
despite  lack  of  support. 

Support:  Those  individuals  who  are  attempt- 
ing to  address  substance  abuse  issues  can 
provide  other  community  members  with  sup- 
port in  addressing  their  drug  problems.  This 
can  be  achieved  through  facilitating  the  devel- 
opment of  support  groups,  providing  referrals, 
or  preparing  individuals  for  treatment. 

Documenting  Community  Problems:  Many 
community  members  will  deny  that  a  sub- 
stance abuse  problem  exists.  To  break  this 
denial,  Beauvais  and  LaBoueff  (1985)  recom- 
mend preparing  a  report  that  documents  the 
extent  of  community  damage  that  has  been 
caused  by  substance  abuse.  Valid  and  reliable 
indicators  of  legal,  health,  and  family  prob- 
lems are  the  types  of  information  that  would 
be  included.  This  information  will  give  resi- 
dents an  overall  picture  of  community 
conditions  and  can  also  be  used  as  a  tool  to 
monitor  progress. 

Intervention:  Community  members  can 
directly  intervene  in  situations  where  a  person 
is  harming  themselves  or  others.  This  method 
is  especially  effective  when  there  is  support 
from  community  leaders  such  as  Chief  and 
Council.  Intervention  may  involve  removing  a 
child  from  an  unsafe  home,  or  giving  an  indi- 
vidual the  option  of  attending  an  EAP 
Program  or  losing  their  job. 

The  process  of  increasing  community  aware- 
ness requires  much  less  time  and  effort  if  the 
leaders  of  the  community  share  in  the  struggle 
for  a  substance  free  community.  The  O'Chiese 
story  provides  an  illustration  of  this  point. 
Chief  Theresa  Strawberry  was  able  to  use  her 
position  to  implement  policies  and  direct 
funds  towards  her  commitment  (Evans, 
1990).  Alternatively,  the  flagging  support 
amongst  the  leaders  of  Calling  Lake  made  it 
impossible  to  secure  the  community  commit- 
ment needed  to  bring  in  the  mobile  treatment 
team. 
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3.    Problem  Solving 

With  increased  awareness  there  is  an  increased 
wilhngness  by  the  communiry  to  become 
committed  to  and  engaged  in  the  process  of 
alleviating  substance  abuse.  At  this  point,  the 
community  makes  a  request  for  mobile  treat- 
ment. The  idea  to  implement  mobile 
treatment  may  come  from  a  community 
member  who  is  familiar  with  the  concept  or 
from  an  outside  agency.  The  most  important 
aspect  of  this  stage  is  that  the  community  take 
ownership  of  the  idea  and  its  implementation. 

Now  the  stage  is  set  for  the  mobile  treatment 
team. 

Mobile  Treatment 

1 .  Setting  Expectations 

The  first  task  of  the  mobile  treatment  team  is 
to  set  and  clarify  expectations  with  the  leaders 
of  the  community.  Before  mobile  treatment  is 
implemented,  the  community  leaders  must 
understand  that  mobile  treatment  is  not  the 
panacea  for  the  community's  substance  abuse 
problems.  Mobile  treatment  provides  a  foun- 
dation for  community  development.  But  to  be 
successful,  efforts  must  continue  once  the 
mobile  team  leaves  (Abbas,  1989). 

2.  Delegating  Responsibilities 

In  this  stage,  a  member  of  the  mobile  treat- 
ment team  meets  with  the  leaders  of  the 
community  to  a.ssess  the  level  of  community 
support  and  ownership  for  mobile  treatment. 
Without  full  community  commitment,  partic- 
ularly from  the  leaders,  the  mobile  treatment 
event  will  fail.  Therefore,  as  a  show  of  involve- 
ment, the  leaders  are  given  the  responsibility 
of  publicizing  the  event,  covering  expenses, 
providing  facilities  and  services,  and  assisting 
with  the  selection  of  clients.  If  these  terms 
cannot  be  met,  the  level  of  commitment  may 
not  be  sufficient  to  proceed  with  treatment 
(Hanki,  1987). 

One  of  the  factors  responsible  for  the  declin- 
ing support  at  Calling  Lake  was  the  hiring  of 
a  coordinator.  Although  the  coordinator  was 
not  responsible  for  the  actual  planning  and 
implementation  of  the  project,  community 


members  increasingly  relied  on  her  to  perform 
their  obligations.  Therefore,  it  is  essential  that 
community  involvement  is  stressed  and  main- 
tained from  the  beginning. 

3.  Identifying  Needs 

At  this  point,  there  is  a  shift  from  focusing 
specifically  on  alcohol  and  drugs  to  focusing 
more  on  community  development  and  the 
creation  of  healthy  environments.  Provided 
that  community  support  is  sufficient,  this  will 
involve  identifying  the  long-term  treatment 
needs  of  the  community.  Mobile  treatment  is 
just  one  of  many  steps  taken  to  address  the 
issue  of  substance  abuse.  In  order  for  it  to  be 
successful,  programs  must  continue  long  after 
the  treatment  team  has  left.  As  such,  it  is 
advantageous  to  start  planning,  at  an  early 
stage,  the  types  of  activities  members  want  to 
integrate  into  the  community. 

In  identifying  needs,  as  many  community 
members  as  possible  should  have  input.  Some 
of  the  people  to  consider  are  as  follows: 

Individuals: 

key  persons,  community  leaders.  Elders 

Groups: 

parents,  people  that  have  gone  to  treat- 
ment, young  people 

Organizations: 

women's  and  men's  groups,  sports  clubs, 
cultural  societies 

Community: 

community  associations,  leaders, 
Chief/Council,  school  boards,  employers, 
institutions 

External: 

Native  treatment  centres,  other  addictions 
agencies,  police,  mental  health  profession- 
als, social  workers,  health  care  professionals 

4.  Implementing  Treatment 

During  the  implementation  of  the  treatment 
program,  a  team  of  substance  abuse  counsel- 
lors move  into  the  community  and  provide  a 
21-  to  28-day  treatment  program  to  members 
of  the  community.  Most  often,  a  maximum  of 
30  individuals  are  chosen  to  participate. 
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Program  content  is  largely  dependent  on  par- 
ticipants' needs.  For  example,  at  O'Chiese, 
grief  was  an  issue  for  many  of  the  participants. 
As  such,  grief  became  one  of  the  major  topics 
addressed  in  treatment.  Generally,  though, 
treatment  is  comprised  of  group  counselling, 
individual  counselling  (clients,  family,  and  sig- 
nificant others),  community  education  and 
information  sessions,  and  facilitating  the 
development  of  long-term  support  networks 
and  programs  (Abbas,  1989). 

Treatment  implementation  is  substantially  eas- 
ier, and  potentially  more  effective,  if  a 
community  member(s)  serves  on  the  treat- 
ment team.  This  individual  can  assist  the 
treatment  team  with  language  barriers,  identi- 
fying community  norms,  and  linking  the 
team  with  key  stakeholders  in  the  community. 
In  addition,  this  individual  can  facilitate  the 
maintenance  of  after-care  programs  once  the 
treatment  team  leaves. 

5.  After-Care 

After-care  occurs  in  conjunction  with  mobile 
treatment  and  continues  once  the  treatment 
team  leaves.  The  programs  and  support  net- 
works that  were  developed  during  mobile 
treatment  continue  offering  treatment,  refer- 
ral, and  support  to  community  members. 

6.  Follow-Up 

Follow-up  assesses  the  extent  to  which  com- 
munity mobile  treatment  met  its  objectives. 
The  focus  may  be  on  determining  the  degree 
to  which  the  program  was  implemented  as 
designed  (e.g.,  was  there  community  commit- 
ment?) or  changes  resulting  from  the  program 
(e.g.,  drinking  patterns,  development  of  after- 
care programs).  Follow-up  is  conducted 
throughout  the  entire  process  by  the  mobile 
treatment  team  in  conjunction  with  commu- 
nity members.  The  information  gained  from 
follow-up  can  assist  with  developing  and  ulti- 
mately improving  the  effectiveness  of  future 
community  mobile  treatment  projects. 

In  order  to  assess  changes  resulting  from  the 
program,  data  that  documents  conditions 
prior  to  community  mobile  treatment  is  need- 
ed. Therefore,  Beauvais  and  LaBoueff's  (1985) 


suggestion  of  writing  a  report  that  documents 
the  extent  of  damage  caused  by  substance 
abuse  for  the  purpose  of  raising  community 
awareness  (see  page  12)  is  also  applicable  to 
conducting  follow-up.  The  information  from 
this  report  could  be  used  to  monitor  changes 
following  the  implementation  of  the  program. 
To  increase  the  usefulness  of  the  findings, 
information  should  be  obtained  from  a  variety 
of  sources,  with  a  variety  of  measures  used. 

Additional  sources,  which  may  assist  in  the 
implementation  of  community  mobile  treat- 
ment, are  listed  in  Appendix  A. 
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VI.  Factors  Affecting  the 
Success  of  Community 
Mobile  Treatment 


J^L  significant  amount 
can  be  learned  from  the  experiences  of  past 
community  mobile  treatment  projects  in 
terms  of  what  has  and  has  not  worked.  This 
section  lists  the  conditions  conducive  to 
implementing  mobile  treatment.  They  are 
presented  in  terms  of  those  that  are  the 
responsibility  of  the  community  and  those 
that  are  the  responsibility  of  the  mobile  treat- 
ment team.  Most  of  these  factors  have  been 
identified  by  Paul  Hanki  through  his  extensive 
work  in  this  area. 

Responsibilities  of  the  Community 

1 .  Community  leaders  are  sober. 

2.  Policies  are  in  place  prohibiting  substance 
use  on  the  job. 

3.  There  is  a  high  level  of  community  con- 
sciousness regarding  substance  abuse. 

4.  A  sufficient  proportion  of  the  community 
has  been  to  treatment. 

5.  Community  leaders  make  the  request  for 
mobile  treatment. 

6.  The  leadership  of  the  community  ensures 
adequate  preparation  for  mobile  treat- 
ment (i.e.,  informing  the  community 
about  the  mobile  treatment  team,  provid- 
ing facilities  and  services,  planning  social 
activities,  etc.). 

7.  Community  leaders  participate  in  the 
activities  designed  for  the  entire  commu- 
nity and  in  treatment,  if  necessary. 

8.  There  is  no  alcohol  or  other  drug  use  by 
community  members  two  weeks  prior  and 
during  the  treatment  program. 

9.  Programs  and  support  networks  continue 
after  the  treatment  team  leaves. 


Responsibilities  of  the  Mobile 
Treatment  Team 

1 .  The  mobile  treatment  team  must  be  sen- 
sitive to  the  unique  social  climate  of  each 
community.  They  need  to  be  aware  of  tra- 
ditions, language  barriers,  demographic 
characteristics,  resources,  and  socioeco- 
nomic status.  The  team  must  take  all 
variables  into  account  when  planning 
mobile  treatment  and  facilitating  commu- 
nity programming.  For  example, 
addressing  issues  such  as  employment, 
family  relations,  housing,  and  education 
are  important  considerations  in  reducing 
substance  abuse  problems. 

2.  The  mobile  team  must  actively  involve 
community  leaders  and  members  in  the 
planning  and  implementation  of  mobile 
treatment. 

3.  Mobile  treatment  must  address  the  needs 
of  the  entire  family.  Specialized  programs 
for  spouses,  children,  and  adolescents 
should  be  offered  both  during  and  after 
mobile  treatment. 

4.  Care  should  be  taken  in  choosing  clients. 
The  mobile  team  at  O'Chiese  found  that 
if  members  of  a  primary  group  are  too 
closely  related,  embarrassment  and  fear 
that  confidentiality  will  be  compromised 
often  prevent  members  from  self-disclo- 
sure. 

5.  The  mobile  team  needs  to  pattern  treat- 
ment programming  around  the  issues  of 
the  treatment  group.  At  O'Chiese,  the 
most  significant  issues  were  dealing  with 
grief  and  sexual  abuse.  Had  the  team 
implemented  a  rigid  set  of  activities,  par- 
ticipants' needs  may  not  have  been  met. 

6.  Planning  and  implementing  after-care  is 
critical.  The  precise  components  of  after- 
care will  vary  for  each  community  but 
may  include:  support  groups,  dry  social 
and  recreational  activities,  provision  of 
educational  and  training  opportunities, 
professional  help  for  special  needs,  or  fol- 
low-up from  the  treatment  team. 
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7.    The  impacts  of  community  mobile  treat- 
ment at  the  community  and  individual 
level  must  be  assessed.  Planning  for  an 
evaluation  should  occur  in  conjunction 
with  planning  for  mobile  treatment. 
Evaluations  can  determine  whether  pro- 
gram objectives  are  being  met  or  whether 
program  changes  are  required. 
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VII.  Facilitating 
Community  Mobile 
Treatment 


O^ommunity  mobile 
treatment  is  an  approach  that  requires  exper- 
tise at  many  levels.  While  planning  and 
implementation  is  the  responsibility  of  each 
community,  a  tremendous  amount  of  outside 
support  is  necessary.  Addictions  agencies  and 
other  services  which  support  Native  peoples 
complement  a  number  of  the  objectives  and 
activities  of  community  mobile  treatment  and 
could  provide  a  supportive  role  to  communi- 
ties interested  in  using  this  approach. 
Potential  areas  of  involvement  are  as  follows: 

1.    If  community  members  understand 

addictions  and  related  issues,  they  will  be 
in  a  better  position  to  identify  problems 
in  their  own  community.  Addictions 
treatment  organizations  and  Native  agen- 
cies could  facilitate  this  process  by 
offering  workshops  on  prevention,  treat- 
ment, and  related  issues. 

2     When  the  community  first  begins  mobi- 
lizing to  confront  the  issue  of  substance 
abuse,  members  dedicated  to  the  cause 
often  require  treatment  for  themselves. 
Native  agencies  and  addictions  treatment 
organizations  could  help  reduce  the  fears 
associated  with  attending  treatment  by 
making  provisions  to  admit  a  group  of 
clients  together. 

3.    To  ensure  that  mobile  treatment  responds 
to  client's  needs,  potential  clients  are 
assessed  before  treatment.  However, 
because  the  event  requires  so  much  plan- 
ning, and  the  team  generally  arrives  only 
a  couple  of  days  before  the  event,  there  is 
limited  time  available  for  these  assess- 
ments. Therefore,  local  members,  with 
addictions  treatment  services'  or  Native 
agencies'  assistance,  could  assist  the 


mobile  treatment  team  with  client  assess- 
ments. 

4.  Eligible  clients  for  mobile  treatment  may 
require  detoxification.  Addictions  treat- 
ment services  could  provide  these  clients 
with  detoxification  services  so  that  they 
are  able  to  participate  in  the  mobile  treat- 
ment program. 

5.  Native  agencies'  and  addictions  treatment 
organizations'  treatment  staff  could  serve 
on  a  mobile  treatment  team.  This,  howev- 
er, would  depend  on  the  extent  of 
language  and  cultural  considerations  in 
the  host  community. 

6.  During  the  implementation  of  mobile 
treatment,  it  is  important  that  those  not 
participating  in  the  program  feel  included 
in  the  process.  Native  agencies  and  addic- 
tions treatment  organizations  could 
provide  activities  and  information  sessions 
for  the  entire  community  while  mobile 
treatment  is  occurring. 

7.  Program  evaluation  determines  whether 
objectives  are  being  met  in  addition  to 
identifying  areas  that  need  further  devel- 
opment. This  information  is  of  value  to 
those  implementing  and  those  consider- 
ing implementing  community  mobile 
treatment.  Many  addictions  and  Native 
agencies  have  research  services,  or  at  least 
access  to  such  services,  that  could  support 
the  evaluation  of  community  mobile 
treatment  projects  by  providing  consulta- 
tion throughout  the  project. 

Regardless  of  the  type  and  extent  of  involve- 
ment, the  community  must  always  take 
ownership  of  the  program.  The  role  of  out- 
side agencies  is  simply  one  of  support  and 
consultation. 
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VIII.  Conclusion 


O^ommunity  mobile 
treatment  offers  a  promising  alternative  for 
small,  remote  communities  where  substance 
abuse  is  a  prevailing  problem.  The  appeal  of 
this  approach  is  that  it  responds  to  those  fac- 
tors that  often  prevent  individuals  in  isolated 
communities  from  entering  the  existing  treat- 
ment system.  Individuals  no  longer  have  to 
fear  leaving  their  community  to  go  to  a  treat- 
ment system  they  know  little  about.  Lack  of 
resources  are  less  of  a  factor  preventing  indi- 
viduals from  receiving  treatment;  although, 
there  are  still  costs  to  the  community.  A  sup- 
portive network  is  created  within  the 
community  to  help  members  sustain  the  ben- 
efits received  from  treatment.  Finally,  because 
each  mobile  treatment  is  tailored  to  the  needs 
of  the  community,  issues  of  cultural  appropri- 
ateness or  relevance  are  addressed. 

The  isolation  of  a  community  may  also  be  a 
contributing  factor  to  improvements  made 
during  community  mobile  treatment.  The 
further  a  community  is  from  other  centers, 
the  less  likely  it  is  that  outside  influences  will 
disrupt  progress.  It  is  also  easier  to  control 
alcohol  and  drug  use  during  the  implementa- 
tion of  community  mobile  treatment  in 
smaller,  isolated  communities.  This  does  not 
mean  that  community  mobile  treatment  is 
only  appropriate  for  isolated  communities. 
The  approach  is  a  viable  strategy  for  any  com- 
munity that  is  geographically  and/or  culturally 
distinct,  where  members  share  common  values 
or  concerns.  However,  efforts  may  be  more 
challenging  the  less  isolated  the  community. 

The  most  important  factor  is  that  the  com- 
munity take  ownership  of  the  project.  This 
does  not  preclude  involvement  from  outside 
agencies.  Rather,  community  mobile  treat- 
ment depends  on  support  from  numerous 
agencies.  Native  and  addictions  treatment 


services  possess  many  of  the  skills  and  services 
required  by  these  projects,  and  as  such,  are  a 
potential  resource  for  communities  interested 
in  using  this  approach. 

In  conclusion,  community  mobile  treatment 
is  an  approach  that  appears  to  hold  much 
promise.  However,  in  using  this  approach  it  is 
important  to  remember  that  it  is  a  time-con- 
suming process  that  requires  extensive 
community  commitment  and  involvement. 
Furthermore,  as  a  new  technique,  it  will  con- 
tinue to  evolve.  More  stringent  evaluations  are 
needed  to  facilitate  this  progression  and  to 
clearly  identify  the  effects  and  advantages  of 
utilizing  community  mobile  treatment  to 
address  substance  abuse  under  varying  com- 
munity conditions. 
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Appendix  A 
Literature  Relating  to 
Community  Mobile 
Treatment 

I.    Descriptions  of  the  Community 
Mobile  Treatment  Approach 

a)  Abbas,  I.  (1989).  Mobile  treatment. 
Alberta  Alcohol  and  Drug  Abuse 
Commission,  Northern  Field  Services 
Division:  Alberta. 

This  report  provides  an  overview  of  the 
community  mobile  treatment  approach 
with  specific  attention  to  program  com- 
ponents, assumptions,  the  role  of  the 
community,  and  the  role  of  the  mobile 
treatment  team.  The  report  also  addresses 
potential  areas  of  involvement  for 
AADAC  staff 

b)  Abbas,  I.  &  Robins,  K.  (1990,  May). 
Mobile  Treatment:  Effective  Community 
Response.  Developments,  10,  (4). 

This  article  describes  the  objectives,  pre- 
conditions, and  assumptions  of 
community  mobile  treatment. 

c)  Hodgson,  M.  (1987).  Indian  Communities 
Develop  Futuristic  Addictions  Treatment 
and  Health  Approach.  Nechi  Institute  on 
Alcohol  and  Drug  Education:  Alberta. 

This  report  discusses  community  mobi- 
lization at  Alkali  Lake  and  the 
community  mobile  treatment  project  at 
Tache  Reserve  and  Anaheim  [sic]  Lake. 

d)  Regional  Services  North,  SAD  AC. 
(1989).  Mobile  Community  Treatment 
Program  Handbook.  Saskatchewan  Alcohol 
and  Drug  Abuse  Commission: 
Saskatchewan. 

This  handbook  provides  an  overview  of 
community  mobile  treatment,  including 
assumptions,  prerequisites,  objectives, 
advantages,  and  strategies  for  implemen- 
tation. 


II.  Mobilizing  the  Community 

a)  Beauvais,  E  &  LaBoueff,  S.  (1985).  Drug 
and  alcohol  abuse  intervention  in 
American  Indian  communities.  The 
International  Journal  of  the  Addictions,  20, 
1,  139-171. 

This  article  discusses  strategies  for  mobi- 
lizing Native  communities  to  develop 
substance  abuse  interventions. 

b)  Bopp,  J.  &  Bopp,  M.  (1985).  Taking 
Time  to  Listen:  Using  Community-Based 
Research  to  Build  Programs.  The  Four 
Worlds  Development  Project,  The 
University  of  Lethbridge:  Alberta. 

This  report  describes  a  research  process 
that  can  be  used  by  community  members 
to  develop  programs  that  will  address  the 
needs  of  the  community. 

c)  Corrigall,  M.  &  Seebaran,  R.  (1991). 
Community  Mobilization  to  Prevent 
Alcohol  and  Other  Drug  Problems. 
Alcohol-Drug  Education  Service: 
Vancouver,  British  Columbia. 

This  resource,  which  consists  of  a  training 
manual  and  video,  is  designed  to  give 
individuals  the  knowledge  and  skills  need- 
ed to  mobilize  a  community  to  confront 
alcohol  and  other  drug  problems. 

d)  Edwards  E.D.  &  Edwards,  M.E.  (1988). 
Alcoholism  prevention/treatment  and 
Native  American  youth:  A  community 
approach.  The  Journal  of  Drug  Issues,  18, 
1,  103-114. 

This  article  discusses  community-based 
prevention,  education  and  treatment 
approaches  for  Native  children,  adoles- 
cents, and  families. 

e)  National  Native  Alcohol  and  Drug  Abuse 
Programs  (NNADAP)  (1986).  The 
Honour  of  All  Video. 

This  two  part  video  series  documents  the 
community  development  process  under- 
took by  Alkali  Lake  in  their  efforts  to 
move  the  community  from  1 00%  alco- 
holism to  95%  abstinence.  A  copy  of  this 
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video  can  be  obtained  by  sending  a  blank 
60  minute  VHS  tape  to  the  following 
address: 

Addictions  and  Community  Funded 
Programs 

Medical  Services  Branch,  Health  Canada 

Room  1 189,  Jeanne  Mance  Building 

Tunney's  Pasture 

Ottawa,  Ontario,  KIA  0L3 

(613)  957-3388 

0    Public  Health,  British  Columbia  (1989). 
Healthy  Communities:  The  Process. 
Ministry  of  Health,  British  Columbia. 

This  booklet  describes  a  process  that  can 
be  used  by  communities  to  identify  health 
needs  and  develop  strategies  to  address 
the  identified  needs. 

g)  SADAC  (1 993) .  .4  Bhieprint  for 
Community  Action.  Saskatchewan  Alcohol 
and  Drug  Abuse  Commission. 

This  workbook  illustrates  the  process 
involved  in  developing  a  plan  for  address- 
ing alcohol  and  drug  abuse,  and  in 
securing  community  support  for  the  plan. 

h)  Willie,  E.  (1989).  The  story  of  Alkah 
Lake:  Anomaly  of  community  recovery  or 
national  trend  in  Indian  country? 
Alcoholism  Treatment  Quarterly,  6,  3/4, 
167-174. 

This  article  discusses  the  process  through 
which  Alkali  Lake  members  became 
mobilized  to  address  substance  abuse  on 
the  reserve. 

III.  Past  Mobile  Treatment  Projects 

a)    Bruntlett,  B.  &  Robins,  K.  (1990). 
Calling  Lake  Mobile  Treatment  Project: 
Final  Report.  Community  Initiatives  in 
Conquering  Alcohol  and  Drug  Abuse 
Committee:  Slave  Lake,  Alberta. 

This  report  provides  an  overview  of  the 
community  mobile  treatment  project 
planned  for  Calling  Lake,  Alberta.  It  also 
examines  whether  community  mobile 
treatment  is  a  feasible  strategy  for  address- 


ing substance  abuse  in  non-reserve  set- 
tings. The  report  concludes  with 
recommendations  for  implementing  com- 
munity mobile  treatment. 

b)  Coates,  L.  (1991,  Dec).  Innovation  pro- 
duces alternative  to  costly  residential 
treatment.  News  Action,  II,  6. 

This  article  briefly  discusses  the  imple- 
mentation of  community  mobile 
treatment  in  Saskatchewan. 

c)  Coates,  L.  (1992,  March/April).  Mobile 
treatment  spreads  to  Native  Bands  outside 
British  Columbia.  News  Action,  III,  2,  8- 
9. 

This  article  briefly  reviews  the  history  of 
community  mobile  treatment. 

d)  Evans,  H.  (1987).  O'Chiese  Information 
Package:  Guidelines  for  Community 
Sobriety.  Nechi  Institute  on  Alcohol  and 
Drug  Education:  Alberta. 

This  report  documents  the  steps  taken  by 
the  O'Chiese  reserve  to  implement  com- 
munity mobile  treatment. 

e)  Evans,  H.  (1990).  A  Native  Model  of 
Community  Based  Sobriety.  Unpublished 
Masters  Thesis:  University  of  Calgary, 
Alberta. 

This  thesis  provides  a  detailed  theoretical 
analysis  of  the  steps  taken  by  the 
O'Chiese  reserve  to  address  substance 
abuse  problems  at  the  community  level. 

f)  Hanki,  P,  Clark,  T,  &  Baker,  T.  (1984). 
Report  of  the  Nechako  Centre  Treatment 
Program  at  Tache  Reserve  for  the  Stuart- 
Trembleur  Band.  Nechako  Centre:  Prince 
George,  British  Columbia. 

This  report  recounts  the  activities 
involved  in  the  community  mobile  treat- 
ment project  at  Tache  reserve  and  assesses 
the  effectiveness  of  the  approach. 

g)  Hanki,  P  ( 1 987) .  Report  of  the  Mobile 
Treatment  Program  for  the  Ulkatcho  Reserve 
at  Anahim  Lake. 
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This  report  reviews  the  assumptions  of 
community  mobile  treatment,  and  pro- 
vides a  description  and  assessment  of  the 
community  mobile  treatment  project 
implemented  at  Anahim  Lake. 

h)  Maracle  Communications  (1987).  Road  to 
Recovery  —  The  O'Chiese  Experience. 
Video. 

This  video  profiles  the  community  mobile 
treatment  project  at  O'Chiese  reserve, 
with  an  emphasis  on  the  roles  of 
Poundmaker's  Lodge  and  Nechi  Centre, 
Alberta. 

A  copy  of  this  video  can  be  obtained  by 
sending  a  blank  60  minute  VHS  tape  to 
the  following  address: 

Addictions  and  Community  Funded 
Programs 

Medical  Services  Branch,  Health  Canada 

Room  1 189,  Jeanne  Mance  Building 

Tunney's  Pasture 

Ottawa,  Ontario,  KIA  0L3 

(613)  957-3388 

i)  National  Native  Advisory  Council  on 
Alcohol  and  Drug  Abuse.  (1986-1987). 
Tache  and  Anahim  Lake  Reserves  British 
Columbia:  Mobile  Treatment  Program 
Model.  Annual  Native  Research  Journal, 
17-21. 

This  article  describes  the  components  of 
the  mobile  treatment  program  offered  at 
Tache  and  assesses  changes  at  Tache  and 
Anahim  Lake  reserves  following  the 
implementation  of  community  mobile 
treatment. 

j)  Robins,  K.  (1990,  June/July).  Calling 
Lake  Mobile  treatment  Project.  Inside 
Developments,  7,  (5). 

This  article  describes  the  events  at  Calling 
Lake  when  the  community  first  began 
mobilizing  for  community  mobile  treat- 
ment. 

k)    RPM  Planning  Associates  Limited 
(1988).  Assessment  of  the  O'Chiese 
Community  Rehabilitation  Program. 


O'Chiese  Reserve,  Poundmaker's  Lodge 
and  Nechi  Institute:  Alberta. 

This  report  assesses  the  community 
mobile  treatment  program  implemented 
at  the  O'Chiese  Reserve  in  terms  of  plan- 
ning, implementation,  and  outcome. 
From  this  review,  a  set  of  recommenda- 
tions pertaining  to  the  implementation  of 
community  mobile  treatment  are  offered. 

IV.  Tools  for  Implementing 
Community  Mobile  Treatment 

a)  Hanki,  P  (1990).  Mobile  Treatment 
Program:  Community  Profile  and  Planning 
Outline.  Prince  George  Regional  Hospital, 
Prince  George,  BRITISH  COLUMBIA 

This  package  of  materials  consists  of  a  set 
of  questions  designed  to  assist  the  mobile 
treatment  team  in  identifying  the  needs  of 
a  community.  Areas  examined  include: 
contact  people,  number  of  potential 
clients,  political  band  structure,  commu- 
nity description,  community  resource 
people,  estimate  of  frequency  and  types  of 
referrals,  counselling  services/referral 
resources,  treatment  services,  negative 
community  dynamics,  and  positive  com- 
munity dynamics. 

b)  Martin,  K.  (1986).  Guidelines  on  How  to 
Perform  a  Native  Community  Drug  and 
Alcohol  Needs  Assessment  Study.  St.  Regis 
Drug  and  Alcohol  Division,  Mohawk 
Council  of  Akwesasne:  Ontario. 

This  manual  provides  a  guide  to  conduct- 
ing substance  abuse  needs  assessments  in 
Native  communities.  In  addition  to 
describing  the  process  of  conducting  a 
needs  assessment,  the  guide  discusses 
strategies  for  program  development  and 
service  delivery. 

c)  Nechi  Institute  on  Alcohol  and  Drug 
Education  (1989).  Native  Employee 
Assistance  Program  Vol  II.  Nechi  Institute: 
Alberta. 

This  guide  describes  the  purpose  of  an 
employee  assistance  program  (EAP),  the 
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process  involved  in  implementing  an  EAP, 
and  the  roles  and  responsibilities  of  an 
EAP  program.  As  well,  it  provides  exam- 
ples of  Native  communities  that  have 
implemented  EAPs. 

d)  Policy  and  Program  Analysis.  (1992). 
Research  Recipes:  Ingredients  for  Successful 
Research.  Alberta  Alcohol  and  Drug  Abuse 
Commission:  Alberta. 

This  guide  provides  an  overview  of  basic 
program  research.  It  discusses  the  steps 
taken  in  conducting  research  designed  to 
assess  the  needs  of  a  community,  the 
extent  to  which  a  program  was  imple- 
mented, and  the  effectiveness  of  a 
program. 

e)  Regional  Services  North,  SADAC. 
(1989).  Mobile  Community  Treatment 
Program  Handbook.  Saskatchewan  Alcohol 
and  Drug  Abuse  Commission: 
Saskatchewan. 

This  handbook  contains  checklists 
designed  for  use  throughout  the  commu- 
nity mobile  treatment  process.  The 
checklists  include  measures  of  community 
commitment,  the  extent  of  after-care  and 
follow-up  preparation,  and  the  effective- 
ness of  the  approach. 

f)  The  Four  Worlds  Development  Project. 
(1982).  Overview:  The  Four  Worlds 
Development  Project.  Faculty  of  Education, 
University  of  Lethbridge:  Alberta. 

This  report  describes  the  plan  of  action  a 
group  of  40  native  elders,  spiritual  leaders 
and  professionals  devised  to  eliminate 
substance  abuse  from  Native  communi- 
ties. 
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